Preface
This report is one in a continuing series of evaluations of the IowaCare program, which is designed to provide health care to low-income adults in Iowa. This evaluation was conducted at the request of the Iowa Department of Human Services (IDHS) as part of their compliance to receive a waiver from the Center for Medicare and Medicaid Services to operate the IowaCare program.
Introduction
The Iowa Care program was initiated in SFY 2006. This report provides information from the fourth year following implementation, thus allowing comparison to previous years and the establishment of a trend line. Recent program changes have resulted in a change to the measurement year used for outcome purposes. In the past, the measurement year has been the same as the state fiscal year; however, on October 1, 2010, the IowaCare program began assigning enrollees to Medical Homes designed to provide coordinated care. To reflect more closely the experiences of enrollees in the Medical Homes, the measurement year has shifted to the Federal Fiscal Year (FFY), October 1-September 30. 
Eligibility for IowaCare
The population eligible for IowaCare includes:
• Persons 19 through 64 years with a net income at or below 200% of the Federal Poverty Level (FPL) who are not otherwise eligible for Medicaid
• Pregnant women (regardless of age) if their gross income is below 300% of the FPL and whose allowable family medical expenses bring their income to below 200% of the FPL
• Newborn children born to qualifying pregnant women who reduced their income to below 200% of the FPL Though pregnant women and newborns are able to qualify for this program, they form a very small percentage of the enrollees, less than 1%. Therefore, the results within this report are for persons 19 through 64 years of age with a net income at or below 200% of the FPL, who are not otherwise eligible for Medicaid. 
Number enrolled in the program by month

Limitations
Claims data has a set of limitations that must be considered when calculating population rates. Only claims actually submitted by the providers are used for outcome rate calculations; it is therefore possible that we may be missing claims, thus underestimating the rates for specific services. Since the IowaCare program does not pay for medications, we have no information regarding prescription medication use. This limits the outcome measures available. For example, we are unable to calculate the rate of adults and children with appropriate treatment for asthma because the determination of whether someone has asthma includes a protocol dependent on prescription medication use. In addition, the "appropriate treatment" is a medication protocol that we are unable to assess. Despite these limitations, using five years of data allows us to estimate the rates for specific types of utilization more accurately.
Outcome measures
IowaCare is tailored to adults, eliminating the need for outcome measures reflecting the health care needs and utilization of children. IowaCare is not designed to provide dental care other than extractions, so we did not attempt to estimate dental utilization outcome rates. We did not calculate any rates with respect to breast cancer and cervical cancer screening because women not eligible for Medicaid without other insurance are covered through the Breast and Cervical Cancer Early Detection Program or the Susan G. Komen Foundation under the Breast and Cervical Cancer Prevention and Treatment Act of 2000. As a result, it is difficult to estimate the degree to which the claims actually reflect breast and cervical cancer screening. Outcome measures that have been included are designed to provide a snapshot of the types of diseases being treated, the most common procedures being performed and the utilization of healthcare by an adult population.
Results
Ten most common diagnoses for inpatient stays
The ten most common diagnoses for inpatient stays lasting at least one day are provided in Table 2 . Individuals are counted once per diagnosis, regardless of the number of times they were admitted to the hospital for that diagnosis. This prevents someone with a severe chronic disease from skewing the results. The primary diagnosis as listed on the institutional claim was used.
The top diagnosis for inpatient stays for all three years was ischemic heart disease, which includes coronary atherosclerosis and subendocardial infarction ( Table 2 ). The primary diagnoses for admission into the hospital have remained stable over the 4 years of the program, indicating at least a subpopulation of individuals with chronic disease. 
Ten most common diagnoses for emergency room visits
Primary diagnosis codes associated with an emergency room visit were used to determine the most common reasons for emergency room admission. Using ICD-9 coding allowed each primary diagnosis to be placed into one of three levels. For example, a diagnosis code of 786.5 (chest pain) may also have been classified as 786 (symptoms involving the respiratory system and other chest symptoms) or, at an even more general level, as 16.01 (symptoms). The variance within and between classifications was extraordinary, leaving little room for a rule regarding the level of classification. Therefore both the 5-digit and 3-digit codes were used to determine the most common diagnoses. Decisions on whether to use the 5-digit or 3-digit class were determined primarily by the degree to which the classification described a uniquely identifiable problem, disease, or symptom (Table 3 ).
The top ten diagnoses for emergency room visits reflect both acute problems and the exacerbations of chronic disease. Abdominal pain, limb pain and back pain may all be chronic, but are also seen as acute symptoms for which emergency care may be the most appropriate. However, skin infections and headaches may represent problems in which adequate primary care could eliminate the need for an emergency room.
The top ten diagnoses for emergency room visits reflect both acute problems and the exacerbations of chronic disease. Abdominal pain, limb pain and back pain may all be chronic, but are also seen as acute symptoms for which emergency care may be the most appropriate. Skin infections and headaches may, however, represent problems for which adequate primary care could eliminate the need for an emergency room visit. 
Ambulatory care visits
Ambulatory care visits include any visit to a health care provider that does not include an inpatient admission. These visits encompass outpatient clinics, emergency rooms, and observation room stays. The rates for these measures use a denominator of member months for the measurement year. All enrollees were included in the measure by adding the months the enrollees were eligible in each age group. Outpatient visits were defined through CPT coding and revenue codes. The CPT codes included: 99201-99205, 99211-99215, 99241-99245, 99341-99350, 99301-99303, 99311-99313, 99321-99323, 99331-99333, 99385-99387, 99395-99397, 99401-99404, 99411-99412, 99420-99429, 99799, and 92002-92014 
Frequency of selected procedures
The procedures that are reported for this measure help provide an understanding of the pent-up demand that might occur in a population that has been without insurance for a period of time. Since the program has been in place for five years now, there should be a leveling off of the procedure rates.
Rates of selected procedures included back surgery and gall bladder surgery. All enrollees were included in the measure by adding the months the enrollees were eligible for each age group. Back surgery was defined by CPT codes 22220, 22222, 22224, 22226, 22532-22534, 22548-22585, 2290, 22595-22614, 22630, 22632, 22830, 62263-62319, 63001-63017, 63020, 63030, 63035, 63040, 63042-63048, 63050, 63051, 63055-63057, 63064, 63066, 63075-63078, 63081, 63082, 63085-63088, 63090, 63091, and 63101-63103 ; HCPCS codes S2348 and S2350; ICD-9-CM procedures codes 3. 02, 3.09, 80.59, 81.0, 81.3, 81.6, and 84.6; 519, 520, and 546 . Gall bladder surgery was identified by CPT codes 47600, 47605, 47610, 47612, 47620, [47562] [47563] [47564] and ICD-9-CM procedure codes 51.21-21.24. Table 10 indicates that the highest rate of gall bladder surgery is among women ages 20 to 44 years of age, as might be expected, while the lowest rate is among men 30 to 60 years of age. The rates increased slightly from the first to the second year, but have decreased in the third year. Though the rate of back surgery had decreased significantly in the third year of the program, the rate increased again in SFY 2009, remaining higher through FFY 2010. Back surgery rates vary across years and age/gender groups (Table 11) .
Rates have generally fallen since the inception of the program and rates seem to be more stable across age. 
Inpatient utilization
To determine inpatient utilization, we used four measures: average length of stay for general medical admissions, total number of inpatient days for general medical care, average length of stay for surgical admissions, and total number of inpatient days for surgical care. All claims for inpatient care were used except those with a principal diagnosis code (ICD-9-CM) of 290-316, or 960-979, with a secondary diagnosis V30-V39. These codes represented claims with substance abuse or mental illness. Surgical care was defined as any inpatient stay with DRG codes 1-8, 36-42, 49-63, 75-77, 103-120, 146-171, 191-201, 209-234, 257-270, 285-293, 302-315, 334-345, 353-365, 392-394, 400-402, 406-408, 415, 439-443, 461, 468, 471, 476-486, 488, 491, 493-504, 506, 507, 512-520, 525-558 . Medical care was defined as any inpatient stay with DRG codes 9-35, 43-48, 64-74, 78-102, 121-145, 172-190, 202-208, 235-256, 271-284, 294-301, 316-333, 346-352, 366-369, 385-391, 395-399, 403-405, 409-414, 416-423, 444-455, 463-467, 473, 475, 487, 489, 490, 492, 505, 508-511, 524 , and 559.
Average length of stay (ALOS)
The average length of stay remains higher for the older age group than the younger age group and highest among those in the older age group who had a surgical procedure.
Discharges
The discharges per 1000 member months continue to fall in all categories. The older age group had the most discharges and the discharges were primarily for medical problems and not surgeries. Discharges may have been higher in the first year due to unmet need in the years prior to enrolling, or they may have been higher in the first year because enrollees did not yet have their chronic health conditions under control (Tables 12-16 ). This pattern of falling rates can be seen more clearly in Figure 4 . 
